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National Infant Immunization Week — April 16-22, 2000 


National Infant Immunization Week (NIIW) is April 16-22, 2000; this year’s theme 
is “You Gave Them Life...Protect It.” This week emphasizes the importance of timely 
infant and childhood vaccination. Vaccination is one of the most effective ways to 
protect children, especially infants and young children, from potentially serious 
diseases. Because of increased vaccination efforts in the United States, eight 
vaccine-preventable diseases are at or near record low levels. In 1999, 86 measles 
cases, eight congenital rubella cases, one diphtheria case, and no wild poliovirus 
cases were reported (7,2) 

Approximately 11,000 babies are born each day in the United States; they need 
16-20 doses of vaccine before age 2 years. Although vaccination coverage levels 
are high for preschool-aged children, approximately 1 million 2-year-old children are 
missing one or more of the recommended vaccine doses (3) 

During NIIW, states and communities will sponsor activities designed to highlight 
the need to achieve and maintain high childhood vaccination coverage rates. In addi 
tion, CDC will launch a new television public service announcement (PSA) and two 
radio PSAs in Spanish. Additional information about NIIW and childhood vaccinations 
is available from CDC’s National Immunization Program World-Wide Web site, 
http://www.cdc.gov/nip or the National Immunization Information Hotline, telephone 
(800) 232-2522 (English) or (800) 232-0233 (Spanish) 
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Progress in Development of Immunization Registries — 
United States, 1999 


Community-based and state-based immunization registries are confidential, 
population-based, computerized information systems that contain data about children’s 
vaccinations (7) and represent an important tool to increase and sustain high vaccination 
coverage. Immunization registries consolidate vaccination records for children from 
multiple providers, provide a vaccination needs assessment for each child, generate 
reminder and recall vaccination notices, produce an official vaccination record, and pro- 
vide practice-specific and community-based vaccination coverage assessments. One of 
the Healthy People 2010 national objectives is to increase to 95% the proportion of 
children aged <6 years who are enrolled in a fully operational population-based immuni- 
zation registry (2). To assess the status of immunization registry development, CDC 
analyzed data from the 1999 Immunization Registry Annual Report (IRAR) of 64 jurisdic- 
tions (grantees) that receive federal immunization funds under section 317d of the Public 
Health Service Act. Findings from this analysis indicate that substantial progress has 
been made in the United States in developing and implementing community-based and 
state-based immunization registries. 

The IRAR was a self-administered questionnaire, sent to immunization program man- 
agers, that measured the degree of enrollment of a registry’s target population (i.e., 
percentage of children in the catchment area with vaccinations recorded in the registry 
and percentage of public and private providers submitting records to the registry) and 
the implementation of 12 functional standards considered essential for immunization 
registry operation. The 12 standards (Table 1) were identified through a survey of immu 
nization program managers and registry developers. Focus group research with the 
managers and developers was conducted to ensure consensus about the importance of 
these standards. Key elements associated with each standard then were identified and 
used to establish more sensitive registry development and implementation progress 
measures. In addition, the IRAR collected information on immunization registry links with 
other information systems. 

In 1999, the 64 jurisdictions (50 states, the District of Columbia, Chicago, Houston, 
New York City, Philadelphia, San Antonio, American Samoa, Guam, Marshall Islands, 
Micronesia, Northern Mariana Islands, Palau, Puerto Rico, and the U.S. Virgin Islands) 
were mailed the questionnaire; 62 (97%) responded. Of the 62, three (5%) grantees (all 
commonwealths or territories) reported no registry activity, 16 (26%) grantees reported 
planning or pilot-testing of registries, and 43 (69%) grantees reported implementing 
registries (Figure 1). 

Data from 37 of the 43 grantees implementing registries indicated that approxi- 
mately 32% (mean=50%; median=54%) of estimated target children aged 0-5 years in 
the grantees’ catchment areas had at least two doses of vaccine recommended by the 
Advisory Committee on Immunization Practices and that the information was recorded in 
a registry’s database. Data from 42 grantees indicated that 46% (median=96%) of public 
providers and 13% (median=15%) of private providers had submitted records to a 
registry. 

Of the 43 grantees, all had implemented at least one key element on four of the 
12 registry functional standards (i.e., electronic data storage of core data elements, 
protection of confidential medical information, recovery of lost data, and consolidation of 





TABLE 1. Number and percentage of immunization jurisdictions (grantees*) with 
immunization registries that have implemented key elements of the 12 essential 
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vaccination records from multiple providers). Three (7%) grantees reported implement 


ing at least one key element in each standard. However, none had implemented all key 


elements of the 12 functional standards (Table 1) 

Forty-one (95%) of the 43 grantees reported immunization registry links with at least 
one other health-care program; of these, 25 (61%) were linked to their state’s vital records 
department. Links to birth certificates indicate that these registries are population-based 
(not provider-based or practice-based). The median number of weeks from birth to 
establishing a registry record was 5 weeks (range: 1-12 weeks) 
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FIGURE 1. States, cities, and commonwealths/territories with children aged 0-5 years 
with at least two vaccine doses recorded in an immunization registry — United States, 
April 1999 
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* No report received from Chicago 
The Marshall Islands, Micronesia, and the Northern Mz 
activity. No report received from Guam 


Reported by: Systems Development Br, Data Management Div, National Immunization Pro 
gram, CDC. 

Editorial Note: The 1999 IRAR represents the first attempt to quantify and evaluate 
state-based and community-based immunization registry development in the United 
States. These data suggest that substantial progress has been made in U.S. communities 
and states in enrolling children, recruiting providers, and implementing registry functional 
standards. 

Substantial challenges remain in developing registries. One of the greatest chal 
lenges is balancing the need to protect the privacy of patients, providers, and other users 
of these systems with the need to gather and share information to protect the public 
health and provide clinical benefit to persons. In response to recommendations of the 
National Vaccine Advisory Committee (NVAC) 1999 report, Development of Community 
and State-Based Immunization Registries (1), CDC developed specifications for privacy 
protection of registry participants and for the confidentiality of information contained in 
a registry. These specifications were approved by NVAC in February 2000. They are 
consistent with privacy regulations required by the Health Insurance Portability and 
Accountability Act of 1996 (3). 
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7. Fontanesi J. Registry cost/benefit issues. Proceedings of the 33rd National Immunization 
Conference, Dallas, Texas, June 22-25, 1999 

8. Blose D. Using registries to monitor the implementation of new vaccine recommendations 
Presented at the 2000 Immunization Registry Conference, Newport, Rhode Island, March 
27-29, 2000 


Palmar Pallor as an Indicator for Anthelminthic Treatment 
Among Ill Children Aged 2-4 Years — Western Kenya, 1998 


Infections with the soil-transmitted intestinal helminths (i.e., Ascaris lumbricoides, 
Trichuris trichiura, and hookworm), estimated to affect approximately 1 billion persons 
are among the most common and widespread human infections (7). Among children 
aged <5 years, intestinal helminth infections cause malnutrition and anemia, two impor 
tant causes of mortality. Anthelminthic treatment (deworming) improves nutritional sta 
tus of school-aged children (7). The World Health Organization and the United Nations 
Children’s Fund (UNICEF) have developed guidelines that include interventions for ane 
mia and malnutrition (2) in the integrated management of childhood illness (IMCI) for 
children aged <5 years seen at first-level health-care facilities in developing countries 
Under the IMCI guidelines, in geographic areas where hookworm or Trichuris infections 
are endemic, children aged 2-4 years with palmar pallor are treated with an anthelmin 
thic drug. This report summarizes an investigation of the use of palmar pallor as an 
indication for anthelminthic treatment among ill children aged 2-4 years seen at first 
level health-care facilities in rural western Kenya; the investigation found that palmar 
pallor was associated with anemia but not with intestinal helminth infection 

Children eligible for enrollment in the investigation were aged 2-4 years and seen for 
the first consultation for an illness during July 13—August 12, 1998, in three rural govern 
ment health-care facilities in Bungoma District, Kenya. Enrollment criteria included care 
taker consent, absence of a severe illness requiring referral, and no reported anthelmin 
thic treatment during the 6 months preceding the investigation based on an interview 
with the caretaker. Each child was examined using IMCI guidelines, and a standard ques 
tionnaire was used to collect demographic, socioeconomic, and clinical information 
Hemoglobin (Hb) levels were measured from a capillary finger-stick blood specimen 
using a hemoglobin photometer. Blood smears were examined for malaria parasites 
Stool samples were processed using a formal-ethyl-acetate concentration technique 
(3). The intensity of helminth infection was measured by eggs per gram of stool and 
categorized as light, moderate, or heavy (3) 

Of the 633 eligible children, 574 (91%) were enrolled; 34 (5%) children were excluded 
for receiving anthelminthic treatment during the 6 months before the investigation, 
13 (2%) for the presence of a severe illness requiring referral, and 12 (2%) because the 
caretaker refused to participate. Excluded and enrolled children had similar demographic 
and socioeconomic characteristics. The participants’ median age was 37 months (range 
24-59 months); 319 (56%) were boys. A total of 191 (33%) children had palmar pallor, 
351 (61%) children had anemia (Hb: <11 gm/dL; normal: 11-16 gm/dL), 
329 (57%) had malaria parasitemia, 32 (6%) were infected with Ascaris, 34 (6%) were 
infected with hookworm, and five (1%) were infected with Trichuris; 66 (12%) children 
had one or more intestinal helminths. 
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The prevalence of helminth infection was 10% among children aged 2 years, 11% 

among children aged 3 years, and 16% among children aged 4 years. All Trichuris 
infections, 97% of hookworm infections, and 78% of Ascaris infections were of light 
intensity. The sensitivity, specificity, and positive predictive value (PPV) of palmar pallor 
as an indicator for anemia were 50%, 93%, and 92%, respectively. Palmar pallor was 
associated with anemia (prevalence ratio [PR]=2.0; 95% confidence interval [Cl]=1.8 
2.3); however, no association was found between palmar pallor and helminth infection 
(Table 1). The sensitivity, specificity, and PPV of palmar pallor for identifying children with 
helminth infections were 27%, 66%, and 9%, respectively. Although malaria parasitemia 
modified the association between palmar pallor and helminth infection, the sensitivity 
and PPV of paimar pallor as an indicator for helminth infections in this geographic area 
remained low in children with or without malaria parasitemia. In the IMCI guidelines, the 
anthelminthic treatment is specifically for anemia; however, no association was found 
between palmar pallor and hookworm or Trichuris infection (PR=0.9; 95% Cl=0.5-1.8) 
The sensitivity, specificity, and PPV of palmar pallor for identifying children with hook 
worm or Trichuris infection were 32%, 67%, and 6%, respectively. 
Reported by: CN Wamae, Kenya Medical Research Institute; J Mwanza, S Makama, Ministry of 
Health, Nairobi, Kenya. International Child Survival and Emerging Infections Program Support 
Activity and Epidemiology Br, Div of Parasitic Diseases, National Center for Infectious 
Diseases; and an EIS Officer, CDC 


Editorial Note: The prevalence of intestinal helminth infection among a population of ill 


children aged 2-4 years who resided in Bungoma District, Kenya, was low and the 
infections identified were of low intensity. Findings of the few prevalence studies of 
intestinal helminth infection among healthy preschool-aged children in tropical areas 
are higher, ranging from 25% to 90% (4-7). The prevalence of intestinal helminth 
infections among healthy children aged 4—5 years in Kisumu District, western Kenya 
was 60% (7) compared with 16% among children aged 4 years seen for outpatient care 
in Bungoma District; therefore, wide variation may exist in the prevalence of helminth 


TABLE 1. Association between palmar pallor and intestinal helminth infection 
among ill children aged 2-4 years — Bungoma District, Kenya, 1998 





Helminth Positive 
infection Prevalence predictive 
Characteristic Yes No ratio (95% Cli*) Sensitivity Specificity value 
All children’ 
Pallor 
No pallor 
Children with 
malaria parasitemia 
Pallor 
No pallor 
Children without 
malaria parasitemia 
Pallor 8 50 
No pallor 17 170 
* Confidence interval 
n=574 
Prevalence ratios differ significantly (p=0.03) 
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infections within proximate geographic areas. These differences may be environmental 
(e.g., Kisumu and Bungoma districts are only 62 miles [100 km] apart; however, Kisumu 
District is warmer and more humid than Bungoma District) or socioeconomic (e.g., the 
prevalence of Ascaris and Trichuris infections among school children living in 
overcrowded conditions in Colombo, Sri Lanka, was seven to 10 times higher than that 
among children attending rural schools approximately 20 miles [30 km] away) (8). 

The findings in this report indicate that palmar pallor was predictive of anemia but 
was not associated with helminth infections. Heavy hookworm infections consistently 
have been reported to be associated with anemia (9,10). The lack of association 
between palmar pallor and helminth infection in Bungoma District may be the result of 
the light intensity of hookworm infections; all but one hookworm infection was consid 
ered light. 

The findings in this report are subject to at least two limitations. First, children who 
participated in the study may not be representative of all ill children in Bungoma District 
Second, the findings may not be generalizable beyond areas with low prevalence and 
intensity of helminth infections 

Most children in Bungoma District with a helminth infection would not have received 
anthelminthic treatment, and few receiving anthelminthic treatment would have been 
infected with an intestinal helminth if palmar pallor were used to indicate anthelminthic 
treatment, as recommended in the IMCI guidelines. These guidelines have been intro 
duced into approximately 60 developing countries; although implementing the guide 
lines provides a means for delivering the nutritional benefits of anthelminthic therapy to 
preschool-aged children, additional studies may help to determine under what condi 
tions palmar pallor indicates the need for anthelminthic treatment. These studies should 
be conducted in areas with varying prevalences of intestinal helminth and malaria 
infections 
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Community Indicators of Health-Related Quality of Life — 
United States, 1993-1997 


It is known that persons’ longevity is affected by the environmental and population 
characteristics of their community (7-3 ). Studies that identify community-level charac 
teristics associated with the health-related quality of life (HROOL) of residents could help 
guide local health planning. Data from the Behavioral Risk Factor Surveillance System 
(BRFSS) for 1993-1997 indicate that HROOL differs among U.S. counties according to 
county population size. In addition, socioeconomic and health status indicators, such as 
poverty, noncompletion of high school, unemployment, number of persons with severe 
work disabilities, mortality, and births to adolescents, also might affect county-level 
HRQOL differences. This report examines initial findings on the relation between se 
lected community health status indicators (CHSIs) and the mean number of days that 
persons aged >18 years reported ill health (i.e., unhealthy days), a surveillance measure 
of population HROOL (4-6 ). The findings suggest that CHSIs may be useful in the public 
health planning process. 

Since 1993, CDC and participating state health departments have tracked the num 
ber of days persons aged >18 years have reported feeling unhealthy through BRFSS, an 
ongoing, state-based, random-digit—dialed telephone survey of the civilian, 
noninstitutionalized U.S. population aged =>18 years. Unhealthy days were measured 
using the sum of the responses to two questions about the estimated number of days 
during the 30 days preceding the survey when the respondent's physical health (i.e., 
“physical illness and injury”) or mental health (i.e., “stress, depression, and problems 
with emotions”) was not good, with the restriction that unhealthy days for an individual 
could not exceed 30 days (6). The mean number of unhealthy days was estimated for 
each U.S. county after each response was weighted to the age, race, and sex distribution 
of the state in which the county was located. Data from 1993 through 1997 were com 
bined to increase the precision of the estimates of the mean number of unhealthy days 
per county. Data from 2450 (80%) of 3081 U.S. counties were analyzed; Alaska and 
631 counties with <20 BRFSS respondents were excluded from the analysis 

Potential county indicators of HROOL were selected from preliminary CHSI data pro 
vided for this analysis by the Public Health Foundation (PHF)* based on recognized 


*County data for age distribution, population size and density, poverty, high school graduation 


unemployment, severe work disabilities, all-cause mortality, and births to adolescents were 
obtained from the Health Resources and Services Administration-funded Community Health 
Status Indicator Project Health Status Reports, which were created by the CHSI Project 
partners (Association of State and Territorial Health Officials, National Association of County 
and City Health Officials, and PHF). The CHSI Project is described by PHF at http 
www.phf.org. References to sites of non-CDC organizations on the Internet are provided as 
a service to MMWR readers and do not constitute or imply endorsement of these 
organizations or their programs by CDC or the U.S. Department of Health and Human Services 
CDC is not responsible for the content of pages found at these sites 
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associations with HROQOL (6) or on their possible relation to population HROQOL (i.e 

mortality rate and births to adolescents). Socioeconomic and health status indicators 
specifically, rates of poverty, high school education, unemployment, severe work 
disability, mortality, and proportion of births to adolescents) were analyzed for mean 
population HROOL differences among counties categorized by population size and the 
prevalence level of each indicator. Muitiple linear regression was used to estimate the 
percentage of variability in the mean number of unhealthy days per county explained by 
these indicators after weighting county records by the square root of the BRFSS sample 
size to allow use of county data with smaller BRFSS sample sizes and to reflect the 
increased precision of HROOL estimates in counties with larger sample sizes. A maxi 

mum relative weight of 6.32 (i.e., the square root of 800 divided by the square root of 20 
was assigned to counties with >800 respondents 
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Editorial Note: Local health agencies play a major role in promoting health ar 
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life, and community indicators of HROOL can help to guide planning programs to improve 
community health. This initial study of community indicators of HROOL predicted 
approximately 11% of the variability in unhealthy days among counties. Although no 
similar county-based HROOL studies are known, the amount of variability explained 
was similar to that found in efforts to predict health-care costs of various populations 


using socioeconomic and health-related indicators (7). Although counties with 
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populations of 500,000—-999,999 residents reported better HROOL than the other counties, 


8) 


this study indicates that counties of all sizes might be 


able to address factors to reduce 
adult unhealthy days 
The findings in this report are subject to at least five limitations. First, BRFSS reaches 


only persons who have a telephone and are able and willing to participate in the survey 


therefore, results may underestimate the number of unhealthy days experienced by 


persons living at home and do not reflect persons | n ter 


1a V Q 1OoOngd 
other institutions. Second, unhealthy days may be overestimated for some persons who 


report both physical and mental unhealthy days. T 


m-care facilities or 


licators explored in 
this study were few, cross-sectional, an 


) essar he m« valid and sensitive 


indicators of population HROOL. Fourth, the 


analysis was limited by the small BRFSS 
sample size available at the county level, and BRFSS data are weighted to reflect their 
state’s population characteristics, which may differ from population characteristics of the 
county. Finally, although one scheme for weighting count 


es in the regression analysis 
was used, others should be explored 


Using a validated HROOL measure 


f 


initial effort to quantify 
certain factors that contri 


. 
ounties (8 ). How 
ever, to improve county alth planning ditional s that cont 


tribute directly to 
HROQOL, such as 
workplace safety, public 


environmental factors 


assessed. Als ount 
a sed iso, county 
health departments should lunity indicators 


to identify health issues and ¢ t process (9,70 


yr perf yrmance 
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Errata: Vol. 49, No. 12 


In the article “Public Opinion About Public Health—United States, 1999,” there were 
errors in the percentages given in both tables. On page 259 in Table 1, in the “Sinus 
problems/allergies” category, the percentages for “Not too important,” “Not at all,” and 
“Don't know” should have been 4%, 3%, and 4%, respectively. On page 260 in Table 2, in 
the “Air pollution” category, the percentages for “Not much,” “Not at all,” and “Don’t 
know” should have been 5%, 2%, and 5%, respectively. 

In the Notice to Readers “National Vaccine Program Office Workshop on Aluminum in 
Vaccines” on page 262, the web address was incorrect. It should have been http: 
www.cdc.gov/od/nvpo/calendar.htm 


Erratum: Vol. 49, No. 10 


In the article “Preliminary FoodNet Data on the Incidence of Foodborne Illnesses 
Selected Sites, United States, 1999,” in Table 1 on page 203, the total rate for 1998 is 
incorrect. The totai should read “46.9.” 
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FIGURE I. Selected notifiable disease reports, comparison of provisional 4-week totals 
ending April 1, 2000, with historical data — United States 


TABLE |. Summary — provisional cases of selected notifiable diseases, 
United States, cumulative, week ending April 1, 2000 (13th Week) 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, 


weeks ending April 1, 2000, and April 3, 1999 (13th Week) 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending April 1, 2000, and April 3, 1999 (13th Week) 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending April 1, 2000, and April 3, 1999 (13th Week) 
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TABLE Il 


weeks ending April 1, 2000, and April 3, 1999 (13th Week) 


(Cont'd) Provisional cases of selected notifiable diseases, United States, 
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TABLE Ill. Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending April 1, 2000, 
and April 3, 1999 (13th Week) 
H. influenzae Hepatitis (Viral), by type Measles (Rubeols 
invasive 4A B Indigenous imported* Total 
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TABLE Ill. (Cont’d) Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending April 1, 2000, 
and April 3, 1999 (13th Week) 
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TABLE IV. Deaths in 122 U.S. cities,* week ending 
April 1, 2000 (13th Week) 
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The Morbidity and Mortality Weekly Report (MMWR) Series is prepared by the Centers for Disease Control and 
Prevention (CDC) and is available free of charge in electronic format and on a paid subscription basis for paper 
copy. To receive an electronic copy on Friday of each week, send an e-mail message to /istserv@listserv.cdc.gov 
The body content should read SUBscribe mmwr-toc. Electronic copy also is available from CDC’s World-Wide Web 
server at http://www.cdc.gov/ or from CDC's file transfer protocol server at ftp.cdc.gov. To subscribe for paper 
copy, contact Superintendent of Documents, U.S. Government Printing Office, Washington, DC 20402; telephone 
(202) 512-1800. 

Data in the weekly MMWR are provisional, based on weekly reports to CDC by state health departments. The 
reporting week concludes at close of business on Friday; compiled data on a national basis are officially released 
to the public on the following Friday. Address inquiries about the MMWR Series, including material to be 
considered for publication, to: Editor, MMWR Series, Mailstop C-08, CDC, 1600 Clifton Rd., N.E., Atlanta, GA 
30333; telephone (888) 232-3228. 

All material in the MMWR Series is in the public domain and may be used and reprinted without permission; 
citation as to source, however, is appreciated 
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